The Shoe Clinic

Suitable shoes for patients with arthritis (@ diabetes

STATEMENT OF CERTIFYING PHYSICIAN FOR THERAPEUTIC SHOES

Program Objective is to transter forces form high to low pressure areas, giving protection for the
diabetic foot, absorb shock and reduce shearing, modity weight transter patterns, limit motion or

painful joints, facilitate ambulating and maximize comfort,
To get started, have your Doctor complete ALL of this form.

Patient’s Name

Phone DOB

Address

City State Zip
Medicare # Supplemental

Rx Extra Depth Shoes and Multi-Density Inserts

—— Physician Managing Comprehensive Care of the Above Patient’s Diabetic Condition —

I certify that the following statements are true
1. This patient has diabetes mellitus OJinsulin [ non-insulin
2. [ am treating this patient under a comprehensive plan of care for his/her diabetes
3. This patient has ONE OR MORE of the following conditions which makes this
patient eligible for this program: (Check all that apply)
[ History of partial or complete amputation of the foot
1 History of previous foot ulceration
[ History of pre-ulcerative callus
1 Peripheral neuopathy with evidence of callus formation
[ Foot deformity (bunions, hammer toes, etc.)
[ Poor circulation
ICD-10 diagnosis codes

Physician’s Signature MID/DO Date:
Physician’s Name

Address City State Zip
UPIN N.P.L# Phone( ) -

BRING THIS COMPLETED FORM TO OUR STORE { NO FAXES PLEASE)
6871 Quail Hill Pkwy. Irvine, CA 92603 . (949) 559-1150 Fax (949) 559-1332



STANDARD WRITTEN ORDER

THE SHOE CLINIC, INC. Today's Date:
6371 Quall HILL Pxwy
fevine, CA 92603 Patlent Name and Address
(345) 559-1150
(345) 553-L1332 - Fax

008: / /13
FAX YO: : Date of Faze-t0-Faze Completion
FAXNO: .

Thls messoge Is intended only for the uie of the individucl or entity to which itis cddressed. It mey
conteln information thatis privileged, confidenticl cnd exampt from disclosure under opplicedle Taw. If
the recdec of this messcge is not the Intendad redipient, or is the employee or cgent responsible for
delivering this messcge o the Intended racipient, you are hereby notified thet cny dissemlngtion,
distribution or copying of this communicction is steictly prohibited. If you hove received this document in
error, plecse notify us immediotely by t2laphone or fox cnd destroy the message, or send the message to
us at the eddress cbove.

Dear Physician:

Plaase review the details of this written ceder for the above named patient. Miake corrections when nacessary,
response.

Dlaznoses and codes specific for funitiona! conditions requlding duradle medical equipment:

1) :2)

3) :4)

Length of need: permaneat or months

ITEM DESCRIPTION : QUANTITY : UOM @ HCPCS @ Ust @ Allowed
Diab shoe for density insent ! 2 . EA : ASSQO0 © 162.52: 147.724
Multi den insert direct form : 3 ¢ EA U ASS12 i 8843 : 9033
Multi deninsert diract form : 3 ! EA : AS512 ¢ 9543 :  90.2%
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|, undarsizasd, cantify that the 3bove praserivad durabla medical equipment and supplias are medically
sezessrey lor this patientin ceder Tor thls patient to perform activities of dally living,

>rescribing Physician’s Signature : License Number @ NPIiNumber - Cate Signed




